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iPREFACE
The problems of cancer are difficult to view objectively
since most people have, at some time in their lives, been close-
ly associated with tne disease either through the illness of a
member of the family or a friend. Hence an emotional involve-
ment can rise which may be reflected in a person's approach to
the problem and his preference for a particular solution. For
instance, there are two widely varying schools of thought in
regard to the terminal care of patients with untreatable cancer.
One group believes that the ill person's wish to be at home
should be granted. They feel that the family circle should be
made to assume the full responsibility and care for each of its
members lest the home suffer a subtle deterioration because
an outside agency, such as a hospital, is meeting the family
moral obligations. On the other hand, the happiness and wel-
fare of the patient and his family are considered. Are the
home facilities and nursing care adequate? Do the other mem-
bers of the household want the patient at home? What is the
effect on children of a home disrupted by illness? Is there
some one in the home who is willing and able to bear the brunt
of the burden? What is the attitude in the home and the com-
munity toward this dread disease?
The medical social worker acts as a liaison among the
doctor, the patient, the family, and other interested persons.
She must weigh the doctor's recommendations, the patient's
'.
wishes, the social factors, the economic factors, and the ex-
isting resources to assist in arriving at a satisfactory solu-
tion.
This study concerns the problems of the cancer patients
as they have been met in Massachusetts. The writer is in-
debted to the Massachusetts Department of Public Health for
its co-operation in making this study possible. Dr. George L.
Parker, Superintendent of Pondville Hospital, gave not only
permission to use the Pondville Hospital records but also en-
couragement and valuable counsel. Dr. Ernest M. Daland, Sur-
geon and Chief of Staff, answered questions about cancer and
its treatment. Dr. Channing C. Simmons of the Division of
Adult Hygiene, formerly Superintendent of the Collis P. Hunt-
ington Hospital, discussed the educational program of the Mass-
achusetts Department of Public Health and studies made by the
Division of Adult Hygiene. Miss Neil A. Fountain, Head Social
Worker of Pondville Hospital has given the benefit of her long
experience in this field, her understanding of the patients
and their problems, and her extensive knowledge of resources.
Miss Helen J. Almy, Head Medical Social Worker for Massachu-
setts, has contributed to the comprehension of the medical
social worker in the more general field of Public Health.
Sister Superior Stanislaus of the Rose Hawthorne Lathrop Home
in Fall River was most generous in showing the Home, in giving
information about specific patients, and in sharing her know-
vi i«
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ledge and observations of the terminal care cancer patients
that she has known.

1CHAPTER I
INTRODUCTION
Purpose of Study
The purpose of this thesis is to study the problems of
terminal care cases of cancer and the resources, past and
present, for the advanced cancer patient in Massachusetts. It
has been suggested that the term "custodial care for advanced
cancer patients" would be more acceptable. However, "custodial"
is the stumbling block there, since it is used so often in re-
ferring to mental patients. Following this line of thought,
one arrives simply at "care of the advanced cancer patient."
Perhaps this is the best expression for general use. It does
not have the same frightening, fatal sound as "terminal care"
which is interpreted arbitrarily, for the purpose of this
paper, as beginning when treatment can be only palliative in
nature.
Although phrases can be played with until they take on
a less sinister aspect, still the complexities and difficulties
of medical and social care remain to be faced by the patient
and his relatives, with the help of the doctor and medical
social worker. Plans must be made which are adequate from a
medical viewpoint and agreeable from the patient's. This study
proposes to describe and emphasize the difficulties which con-
front the social worker, medical or otherwise, whose case load
... Tj»; ?*i
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includes the advanced cancer patient. It will offer an ap-
praisal of existing facilities for the care of these patients
and it will offer pertinent recommendations
.
%
Scope of the Study
The Massachusetts State Cancer Program will he reviewed
for a better understanding of its aims and ideals and to pro-
vide the background for its accomplishments. If recommenda-
tions for improvements and extension of resources are in order,
it will indicate wherein they are compatible with the general
trends of this program.
Cancer, the disease, must be presented. Its onset,
course, treatment, and social problems are inherent in all of
these cases, each factor influencing the plans formulated for
the patient.
The resources available for the advanced cancer patient
are to be considered and the advantages and disadvantages to
be noted. Since one plan alone is not always sufficient for
the terminal care period, these resources must be examined
with the patient’s condition in mind. A satisfactory plan for
the early stages when the patient is ambulatory may not be
practicable when the patient is bedridden and in need of medi-
cation.
The ninety-eight cases which are analyzed in this study
were known to Pondville Hospital in 1944. The data has been
taken from their hospital records. The majority are dead, the
rest too ill to report to clinic any longer. These cases will
'
indicate conditions met in dealing with patients chronically
ill with cancer. In many instances the families have made all
arrangements for their care. Others have been referred by the
house doctors or visiting men to the medical social workers
for help in planning for the patient soon to be discharged
from the hospital. Local doctors and workers in social agen-
cies have assisted when Pondville has seemed so far away as to
be inaccessible. All are represented in this study.
Many of the cancer patients are older people, often
with no close relatives to assume their care. These individ-
uals present the additional contingency of determining their
eligibility for chronic care in nursing homes, tax-supported
institutions or charitable hospitals.
The ninety-eight cases were studied intensively to dis-
cover relevant information. Tables were compiled to examine
the elements important in dealing with advanced cancer pa-
tients - the social factors: age, place of birth, marital
status, previous occupation, source of income and living ar-
rangement; and the medical factors: location of primary site
of cancer, treatment received, .number of admissions to Pond-
ville Hospital, and number of days hospitalized at Pondville
Hospital.
Method of gathering Data
Cases referred to the Pondville Hospital Social Service
for assistance in making plans for terminal care were studied
.1 , V 0 >1 f
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and tabulated, as well as the available records of those re-
ported as dying during the year 1944. A schedule was drawn up
in order to arrive at significant statistical results. These
facts gleaned from the records were compiled in the form of
tables and used in arriving at conclusions. It was impossible
to get substantiating statistics from other sources because
cancer, the disease, is unreportable to the Boards of Public
Health in Massachusetts as yet; moreover it is not always accu-
rately diagnosed. Many independent medical studies of cancer
have been made; however, they are not concerned with the social
aspects of cancer and the problems of terminal care in partic-
ular.
Nursing homes, hospitals and tax-supported institutions
were visited to ascertain existing conditions. Their ability
and capacity to care for advanced cancer patients was specif-
ically noted. Superintendents, doctors, social workers, nurses
patients and relatives were visited to reveal as many facets
of the problem as possible.
Cancer the Disease
There have been many definitions of cancer or malignant
tumor proposed. One of the simplest describes it as an auton-
omous new growth of tissue, reaching no definite termination of
growth, and growing at the expense of an organism without sub-
serving any useful function.
It is at first a local disease and begins when cells in
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some part of the body start to multiply. If these cells are
not completely removed, some may wander to other parts of the
body and, by increasing in number, form new growths there.
These secondary cancers, or raetastases, as they are called,
are spread through the body in four ways:
1. Cancer cells grow through the walls of the blood
vessels and are carried by the blood stream to distant parts
of the body.
2. They enter the lymphatic stream in a similar manner
and are carried to nearby lymph glands.
3. The cancer cells grow directly from one tissue to
another.
4. They may break through and become disseminated in
the peritoneal or other cavities.
However, not all cancers are metastatic in nature. For
instance, there have been no known cases of basal cell carci-
noma metastasizing. This does not mean that a basal cell can-
cer may not prove fatal. Of the many types of cancer, carci-
noma, the most common, attacks the epithelium, either outside
the body or within it, sarcoma invades the connective tissues
and lymphoma is cancer of the glands.
The speed with which cancer spreads depends upon its
location and malignancy. It has been estimated that if treat-
ment is instituted early in the course of the disease, nearly
all skin cancers can be cured, seven-eighths with cancer of
:
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the lip, three-fourths with cancer of the breast and womb and
about one-half of those with cancer of the mouth, rectum and
ovary.
Surgery, X-ray and radium are the accepted treatment
for cancer. In the early stages it can be cured by the com-
plete removal or destruction of all cancer cells. When it is
advanced, surgery is rarely indicated except for certain con-
ditions, such as relief from obstruction, and severance of the
sensory nerve tracts. However, X-ray and radium treatments
have proved of great value in retarding the growth and making
the patient more comfortable.
Cancer may occur at any age but approximately one-half
of the cancer deaths occur between the ages of fifty and seven-
ty, and one-third more over seventy. For the country as a
whole it is variously estimated that of all persons who reach
the age of thirty-five, one out of eight or ten will eventual-
ly develop cancer. There are 17,000,000 Americans living
today who will die of cancer, one-third of them needlessly.
Massachusetts has a higher prevalence, one in six, due to the
aging population, since more people have reached the vulnerable
years. The aim of cancer education programs is to prevent
needless deaths from cancer through early treatment. The goal
is to prevent 50$>, or 80,000, deaths from cancer annually in
the United States. In Massachusetts alone there were 7,559
deaths from cancer in 1944. So many individuals dying of can-
I. v:
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cer in one year points out the great need that exists for care
of the advanced cancer cases. The scope of the problem of ar-
ranging for terminal care for cancer begins to be defined more
specifically when one considers that five-sixths, or approxi-
mately 6,800, of these patients are over fifty years old and
about 1,500 of these are over seventy.
In spite of years of state and national education in
regard to cancer, it remains greatly feared and misunderstood.
Social ostracism may be the lot of both the victim and his
family. The patient with far advanced cancer, when first seen
at the clinic, has usually kept this "shameful" condition to
himself until forced by ulceration, weakness or pain to seek
assistance. The interval between the onset of the first symp-
tom and the initial visit to the local doctor has decreased -
a most hopeful sign. Still, superstitions flourish in regard
to contagiousness, heredity, patent medicines for its cure,
terrestial rays, cancer streets, etc. Only continued educa-
tion to bring cancer out in the open where it can be dealt
with realistically can alleviate the condition.
si v
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CHAPTER II
HISTORY OF MASSACHUSETTS CANCER PROGRAM
The need for cancer control was first recorded in Mass-
achusetts in 1896, when the Massachusetts Board of Health re-
viewed the local cancer situation from 1856 through 1895.
This was followed in 1899 with the authorization for the Whit-
ney Report, a statistical study analyzing the alleged increase
in cancer in Massachusetts. In this same year the Harvard Can-
cer Commission was appointed by Harvard University. Under it
the Huntington Hospital was established in Boston as the first
special hospital for cancer in New England in 1912.
Meanwhile the interest in cancer in the state continued.
On January 23, 1914, Dr. Francis Donoghue, who had been sent
by Governor Foss to represent the Commonwealth of Massachusetts
at the Third International Cancer Conference in Brussels the
previous year, introduced a resolve into the House of Repre-
sentatives that the Governor appoint a committee to study the
various methods of cancer therapy, to report the need of fur-
ther hospitalization, and to devise means of procuring cura-
tive agents which were prohibitive in price for the average
person. He advocated in the hearing that Massachusetts should
have an active board to handle the distribution of radioactive
material whenever "an enlightened state government or a nation-
cfc ni 1 axl&Jt Is rtea a*w
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al government could provide them.” On March 16th, the bill
was reported favorably to the Senate but the Ways and Means
Committee ruled it ought not to pass and so it was rejected.
A year later, Representative John Levins filed a bill
(House 742) recommending that a state hospital for cancer be
established under the supervision of the State Department of
Public Health. This bill was referred to the next annual
session when it was brought up again and was finally with-
drawn.
In 1919, the State Department of Health, under Dr.
Eugene Kelley, the Commissioner of Public Health, was author-
ized to spend $3,000.00 (for salaries and expenses) for the
purpose of gathering information about the prevalence of can-
cer and for purposes of prevention and control of this disease.
This appropriation made possible a preliminary educa-
tional campaign against cancer, as well as enabling the State
Department of Public Health to co-operate with the Harvard
Cancer Commission in establishing a Tumor Diagnosis Service,
to provide pathologic diagnosis on all material obtained by
biopsy or the complete removal of lesions known or suspected
to be neoplastic. In this way, pathological diagnostic facil-
ities were provided for doctors and hospitals who were without
established pathological services of their own. As this de-
veloped and grew, two more functions were added: first a study
of groups of cases to determine the response of tumors to dif-
.
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ferent types of therapy, so that the Tumor Diagnosis Service
might he able to give not only the pathologic diagnosis but
also to recommend, in the esse of a given lesion, the therapy
found to be most satisfactory for it, if the doctor so desired
and second, the development of pathological research focused
mainly on the problems of malignant disease. These studies
have continued and have been reported in such publications as
the "American Journal of Pathology" and the "American Journal
of Cancer," each one adding to the total knowledge of cancer.
For instance, a study of cancer of the cervix uteri, one of
the tumors commonly seen in the laboratory, further estab-
lished the importance of the histologic grade.
Grade I tumors very rarely metastasized, and when they
did, seldom extended beyond the regional nodes. The
Grade II tumors showed a high percentage of lymph node
metastasis and one-third metastasized to various of the
viscera. In Grade III, the highest malignancy, two-
thirds of the cases metastasized widely, involving the
viscera. 1
In 1923, at a meeting of the American Public Health
Association, Dr. Eugene R. Kelley, Commissioner of Public
Health in Massachusetts, pointed out among the needs connected
with the control of cancer: the need of better statistical
data as to present facts, the need of more extended facilities
for early diagnosis and of stimulating the medical profession
1 Shields Warren, M. D.
,
Director, "The State Tumor
Diagnosis Service," Massachusetts Department of Public Health,
The Commonhealth
. Vol. 25, No. 3, p. 263.
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to utilize fully these facilities when established, the need
to arouse and retain public interest in understanding the sig-
nificance of cancer, and the need of better hospital facili-
ties for the inoperable group of cancer victims.
During the next few years there was great activity
aimed toward the establishment of a hospital for the care and
treatment of persons afflicted with cancer and toward the pur-
chase of radium by the state. Many men were instrumental in
promoting this. Among them was Mr. Trussell, of Newton, whose
interest in cancer was the result of personal experience,
since his wife’s mother had died of cancer a year previous to
this time. While she was being cared for at his home and even
after her transfer to the hospital, they suffered a more or
less severe social ostracism due to the fears of the neighbors
of contracting cancer. In addition, the expense of three
years' hospitalization for her proved a severe financial
strain for Mr. Trussell, who was a telegraph operator and had
eight children. He also organized a group which called itself
"The Massachusetts Society for the Control of Cancer." It was
decided to bring its pressure toward legislative action to
provide adequate treatment for cancer cases. Representative
Charles McGrlue
,
Monsignor Roche, the Honorable Frederick
Mansfield, the Honorable Warren Daggett and many others worked
unceasingly toward their goals. Investigations were made and
reported on the prevalence of cancer and on the facilities for
.,
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the treatment of this disease. All cancer hills were combined
in a report of the Committee on Public Health in House Docu-
ment 1455. State-wide interest was aroused and the hearing on
February 21, 1926, was well attended. The Committee reported
favorably on the bill recommending that $1,500,000 be provided
for the construction of a hospital in Boston. It was duly
passed, both in the House and Senate, but hit an unexpected
snag when it was found that the necessary monies had not been
included in the budget. Hence a suggestion of Miss Catherine
Hagarty of the Daughters of Isabella that the unused group of
buildings known as the Norfolk State Hospital, and located
between Wrentham and Walpole, be used, was offered as an amend
ment and accepted. The sum of $100,000 was allocated to re-
condition these buildings, and an additional $30,000 was to
be appropriated to establish cancer clinics throughout the
state
.
In order to obtain this sum of money for a cancer hos-
pital, it was necessary to abandon two other proposals: one
for a Massachusetts building at the Philadelphia Sesquicen-
tennial, and the other for the erection of the St. Mihiel
Memorial in France. On May 29, 1926, Governor Fuller signed
the bill which authorized the use of the Norfolk State Hospi-
tal and directed the Department to establish cancer clinics,
with or without co-operation on the part of municipalities,
local physicians or other agencies, and to formulate further
; ;c A
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plans for the care and treatment of cancer.
Dr. George Bigelow, who became the Commissioner of
Public Health in 1925, appointed an advisory committee to
work out the mechanics of the cancer program. This committee
consisted of vitally interested persons, doctors, social work-
ers and lay people. The program outlined by this group is
still in operation. There are five major subdivisions, each
distinct but interdependent:
1. The Tumor Diagnosis Service, already established,
was equipped to furnish any physician, at no cost, a patholog-
ical report on specimens suspected of being malignant.
2. The subdivision of Biometric Research was to supply
the foundation upon which to base the evolving program. Not
only was it to carry on its work on measurements and evalua-
tions, but also an epidemiological research into the various
etiological and therapeutic factors related to the program.
3. Immediate hospital facilities were to be furnished
for all types of cancer cases.
4. Diagnostic clinics were to be established.
5. An educational subdivision was to be established to
disseminate knowledge concerning cancer.
Gradually this five-part plan was integrated. The
Tumor Diagnosis Service had been in effect since 1919. The
biometric research and educational subdivisions were soon
begun. The first of twenty-one clinics was ooened on Decern-
: t
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ber 17, 1926, at Newton. The ninety-bed cancer hospital known
as Pondville Hospital was opened formally on June 22, 1927,
after a year spent reconstructing the old buildings.
Pondville Hospital was equipped with a new operating
room, although it was thought that very little operating could
be done on the type of patient such a hospital would draw. In
addition, the Legislature authorized the purchase of one gram
of radium in 1927, and an emanation plant was set up. Pond-
ville was equipped, too, with the latest type of high voltage
X-ray machine.
In 1927, two bills were introduced to make the report-
ing of cancer compulsory. These bills were withdrawn. How-
ever, there has been continued activity and even now there is
a bill which has been reported favorably by the committee
making the report of cancer compulsory. Seventeen states have
passed such bills, but only in New York has it been in any
degree successful. First, there is the difficulty of accurate
diagnosis by doctors who do not see too many cases a year and
who do not have all of the facilities to make such diagnoses.
Then there are many with cancer who do not seek treatment and
hence are unknown to reporting agencies. Lastly, there is
public opinion, which does not see the necessity for making it
a reportable disease.
The cancer program, now fully organized, continued to
hold the interest and support of individuals. Monsignor
\ fi—JC
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Roche's humane interest in Pondville caused him to work for
the establishment of an addition to Pondville, because of the
delay in admission due to the long waiting list. In 1929, the
General Court appropriated money for an addition, including
clinic quarters. This was opened the following year. A new
service and surgical building, plus a twenty-five bed increase,
was put in use in 1935.
Realizing that people in the Western part of the state
were loathe to go as far from home as Pondville, Monsignor
Roche, with indefatigable zeal, promoted public interest in
establishing and maintaining a cancer wing in the Westfield
State Sanatorium. Monsignor Roche, unfortunately, did not live
to see the bill passed authorizing this. The formal opening
of the hospital took place on December 18, 1937, twelve days
after the first patient had been admitted. The cancer wing at
Westfield has been named after ibnsignor Roche in recognition
of hie untiring efforts.
The cancer program shows clearly, in the accompanying
graph (page 16), that it is accomplishing its purpose.
The expected and actual increase in cancer deaths paral-
lel each other from 1900 to 1925. From that time, which marks
the inauguration of the Massachusetts Cancer Rrogram, until
1943, according to the latest data available, the deaths from
cancer have fallen below the predicted death rate based on the
death rates from 1900 to 1925. The death rate for women has
..
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FIGURE I
ADJUSTED CANCER DEATH RATES
MASSACHUSETTS, 1900 - 1943*
MALE
FEMALE
Predicted death rates for 1925-1943 based on the
death rates from 1900-1925*
Source: Massachusetts Department of Public Health.
Division of Adult Hygiene, Cancer Tidi ngs
,
Vol. I, No. 6, December, 1943 (Reprinted
by permission)
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shown a greeter decrease than that for men. It is felt that
the educational program has brought people to doctors or to
clinics earlier for treatment. Through the state educational
program, the lay person has been taught to recognize and to
question abnormalities which might indicate cancer or pre-
cancerous conditions. In addition, clinics have oeen made a-
vailable for the more accurate diagnosis of such conditions,
by men specifically trained and active in this field. Treat-
ment by radium, X-ray and surgery is offered in the two state
hospitals at a nominal cost.
The war has greatly affected the hospitals. Transpor-
tation has been a major problem. Relatives who were available
to drive patients to clinics or the hospitals went into the
armed services or are working. The Red Cross, Visiting Nurses
Association, Old Age Assistance and Board of Public Welfare
have been most co-operative, however, in bringing patients to
clinic. House patients feel more isolated because extra, gas-
oline may not be obtained for visiting.
More serious still is the shortage of doctors and nurses,
since so many of them are now in the armed forces. As a result,
four of the six wards have been closed at Pondville Hospital;
which means that only thirty to forty patients can be hospi-
talized for treatment at the same time. This is a war exigen-
cy which can only be accepted until it can be remedied.
.
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CHAPTER III
RESOURCES AND PROBLEMS OF TERMINAL CARE
When it is recognized that treatment for cancer can be
only palliative in nature, the patient and his family are faced
with the problem of making plans for his care. There are, at
present, four possibilities, which are as follows:
1. He may be cared for at home.
2. He may be placed in a private nursing home or hos-
pital.
3. He may go to a voluntary or charitable hospital.
4. He may enter a tax supported institution.
Often more than one plan must be made during the prog-
ress of this disease. That is, while the patient is ambulatory
and requiring little nursing care he may remain at home; later
he may go to a nursing home if he is financially able, or to a
charitable or tax supported hospital if not.
Care at Home
Usually the patient wants to stay at home, whether he
lives alone in a room or is surrounded by his family. He
dreads change and will accept transfer to a nursing home or
institution only by regarding it as a temporary expedient until
he "gets his strength back" or is "built up" enough to return.
Attachment to a familiar place and familiar faces is so strong
with some that it outweighs even incompetent or inadequate
. r , . \ l. > * . i
care. The visiting nurses are able to help the patient who is
at home to receive proper care by coming in to change dress-
ings, give baths, enemas, etc., and by generally showing the
family how to care for the patient. However, patients do get
notional at times and will let no one help them.
A 62-year old man with a bad ulcerating lesion involving
the entire orbit of his left eye would let no one help
him change the dressings. He was particularly anxious
that neither his wife nor hie daughter see the cancer.
They begged him to let them at least call the visiting
nurse, saying how much easier it would be for him. He
remained obdurate for a long time, not realizing that
his bandages did not entirely conceal the suppurating
flesh. Actually, he had too little sight in his re-
maining eye to properly clean and dress the lesion him-
self and he would permit no one to help him. In this
instance, the patient's desire for independence and
fear of becoming a burden caused friction within the
home. He resisted all the efforts of his wife and
daughter to make things easier for him.
Care at home throws a mental and physical strain upon
the entire household. In the first place, the doctors have
told the family that there is no longer any hope of a cure.
The patient, if he is ambulatory, has probably been told that
he is a sick person who will benefit most with rest and good
food. He has been warned that it will be a long, slow process
with a good many ups and downs. Unless he asks a doctor point
blank, he will not, ordinarily, be told that he is suffering
from cancer. It is hard for most patients to face their diag-
nosis of cancer and it is not thrust upon them. While in the
hospital they will speak of the person in the next room as
having cancer, but it will always be the person in the next
aiin uv ,*od xedl
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room or the next bed, never themselves. They try to deny its
existence. They may, and probably do, acknowledge it within
themselves, but few are ever able to say out loud that they
have cancer, or can be told that they have cancer, and still
cling avidly to life. Rather, a complete and open realization
of the diagnosis is apt to be followed by disintegration, with
the person suddenly abandoning the will to live and going so
rapidly down hill that he lives but a matter of days.
The home situation is more acute because of the common
attitude of repugnance of personal contact with the patient
and the dread of contamination. In addition, a patient who
has undergone an operation, particularly a "mutilating” one,
such as removal of a breast, is apt to be emotionally upset.
She regards herself as deformed, and crippled, hardly a woman.
Her very real sense of shame is strengthened by the attitude
of friends and relatives who maintain a shocked, embarrassed
silence and a pointed avoidance of the subject. Visitors may
be breezy and irrelevant or funereally sympathetic; but, in
either case, the feeling of being set apart by one's associates
is strengthened. In time, the family becomes adjusted to the
condition. With the patient, a much longer time is necessary,
for each visit of a kind friend reactivates the feeling of
being a pariah. This unhealthy attitude increases the burden
on the family. Normal sick-room procedure of keeping separate
the dishes and linens of the ill person seem to shout to the
vl i
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cancer patient, "Unclean, unclean!"
Since cancer is largely a disease of later adult life,
with approximately three-fourths occurring after the age of
fifty, it means that the home situation is further complicated
when there are children in the family group. To the older
person’s natural dislike for the noise and confusion of having
children about is added the querulousness, demands and cap-
tiousness of a sick person.
Mrs. F.
,
a 70-year old woman, weighing 200 pounds, was
first seen in May, 1944, at the general clinic. For
four years she had been troubled with post-menopausal
bleeding and had been treated et the hospital some
months previously. She was admitted three weeks later
for treatment which included both radium and surgery.
However, it could only be palliative in nature and she
was discharged home after six weeks' hospitalization.
She was able to be up and about the house. Twice after
her discharge from the hospital, she returned to the
clinic. On her last visit, it was noted that she now
weighed only 130 pounds, a loss of seventy pounds in
five months. It had been difficult for her daughter,
Mary, to care for her. The burden of carrying on the
housework, caring for her three children, and husband,
as well as her mother, fell upon Mary.
Mrs. F. would have said that she was not unreasonable,
but like so many older people who have become physically
dependent upon their children for food, lodging and
attention, she was fretful and impatient. The con-
fusion of a busy household bothered her. The children
were shushed and admonished endlessly. No longer were
they able to bring their friends home. Mary was har-
assed by the increasing demands on her - special dishes
to tempt a poor appetite, many extra trips over the
stairs, and trying to keep peace and balance in a home
holding three generations, with the oldest one ill and
visibly wasting away - a discouraging, nerve-wracking
endeavor.
Life, under these circumstances, centers about the pa-
tient, with others clamoring for their share of attention and
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resentment thriving.
In this group, the illness or death of the wife pre-
sents a great social problem when there are young children to
be planned for.
Mrs. L.
,
31 years old, was the mother of twelve children.
At the time of her first admission, the youngest was six
months and the oldest 13 years. Her husband's earnings
as a truck driver were insufficient so they had always
received help from the city and from her family.
She had a radical mastectomy done at a private hospital
three months before her first O.P.D. visit on June 21,
1943. Then she was hospitalized at Pondville twice
during the next two months for a total of six and one-
half weeks, when she had two more operations and re-
ceived X-ray therapy. Her three sisters took the chil-
dren into their homes although they already had, respec-
tively, four, five and six children of their own. In
addition, they did the housework for Mr. L. When the
patient returned home, weak from the operations, she
insisted that her children be with her. This put an
even greater burden upon her sisters, for somebody had
to be with her during the day now. This continued for
a year.
She was readmitted for palliative X-ray treatments in
July of 1944. The treatments helped for a short time,
but in October the pain increased and she was admitted
to the Fall River General Hospital. They were unable
to keep her there for terminal care. Consequently,
she was transferred to Rose Hawthorne Lathrop Home,
where she died two weeks later. At the last report
her sisters still had the children.
It is indeed difficult to placate an ill member of
one's family. He occasionally demands great sacrifices from
other members without realizing it. He is harsh and short-
tempered with his own family and takes it for granted that he
is the center about which the home revolves. This same person
will often adjust well to hospital routine and earn the repu-
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tation of being a "model” patient.
Both Mr. S. and Mrs. S. had always worked, Mrs. S. in a
store and Mr. S. as a weaver. When Mr. S. was stricken
with cancer of the bladder, Mrs. S. gave up her job to
care for him. Their savings were enough to carry them
through. Mr. S. fretted a great deal because of his
inability to work. He was a trying patient but as she
could devote her entire time to him, since they had
neither children nor parents to care for, she kept
Mr. S. reasonably happy.
This instance demonstrates that it takes the entire
time and attention of one individual, who must be gifted with
patience, wisdom and love, to successfully tend one chroni-
cally ill patient in the home.
Private Nursing Home or Hospital
Nursing homes are under the supervision of the Massa-
chusetts Department of Public Welfare, which grants them li-
censes for a period of two years. They must meet minimum
standards and requirements; however, a wide variation is poss-
ible within these limits. Some are gloomy old houses filled
with apathetic old people who have given up struggling. True,
they receive bed and board, but neither room nor food is in-
viting - a sorry existence for anybody. The men sit about
unshaven, with remnants of past meals streaked upon their
clothes. The women bicker among themselves. The people with-
in any nursing home seem to reflect the personality of the one
who runs it - incompetent, lackadaisical, harassed, energetic,
thoughtful, cheerful - all are represented. Even the more
desirable nursing homes tend to crowd as many patients in a
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room as the law will allow. Still, life is made more bearable
because there is a pleasant sitting room with a radio, maga-
zines and comfortable chairs for the ambulatory patients.
Since cancer patients usually require more care than
other patients, only those nursing homes with registered
nurses in attendance twenty-four hours a day should be con-
sidered. On the whole, nursing homes are loath to take cancer
patients, especially if there is an open lesion or an odor.
As nursing homes have anywhere from two to six patients in a
room, this is understandable. Also, other patients in a nurs-
ing home are afraid of cancer. They become upset at the
thought of personal contact and at the necessity of sharing
the same bathroom as well as the knowledge that the dishes
and silver of the cancer patient are not washed separately.
Moreover, the nursing homes at the present time are
having great difficulty in securing help. While they may be
able to take care of an ambulatory cancer patient at the time
of admission, later, when more attention is required, they may
be understaffed. There is a large element of uncertainty,
also, in the amount and length of intensive nursing care which
may be necessary for a given patient. The patient will un-
doubtedly need increasing medication for pain as the disease
progresses. However, the onset of intense pain may be sudden,
the patient may gradually waste away over a prolonged length
of time, or he may, from maintaining a status quo, become
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acutely ill. Death is inevitable
,
but the doctors themselves
cannot say when it will occur.
Referral to a nursing home is usually acceptable to the
patient, who regards it as a temporary convalescent period.
He is particularly pleased if one can be found not too far
from his friends and family. He accepts his lot in a nursing
home in a rather philosophical mood because he does not ex-
pect to stay permanently.
The greatest difficulty is in making the financial ar-
rangements. The nursing homes charge from $15.00 to $42.00
a week, wnich is oftentimes more than the patient or his fam-
ily can afford. If there were any way of accurately predict-
ing the length of time involved, more patients would probably
go to nursing homes. Few of the Pondville Hospital patients
are able to pay much over a long period of time, so few ever
go to a nursing home except when sent by the Old Age Assist-
ance.
In one instance, the family has been able to supplement
the Old Age Assistance grant to give the patient care in a
good nursing home. Since the Old Age Assistance grant is lim-
ited, patients often must be transferred to Rose Hawthorne
Lathrop Home when the cost of their care in a nursing home ex-
ceeds the amount they can receive. Indeed, the Old Age Assist-
ance worker in the city of T reports that the nursing
homes in their vicinity refuse to take cancer patients and
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their clients, perforce, are sent direct to Rose Hawthorne
Lathrop Home when they need care.
The private hospitals can and do take cancer patients
when the situation becomes acute. They must, however, refer
cases of chronic or terminal care elsewhere to enable them to
handle the emergency and short term cases within their com-
munity. It is not enough that the patient and his family can
pay the hospital bill; an advanced cancer patient who is re-
ceiving only supportive treatment in a hospital is keeping
other patients from receiving neceseary treatment which will
return them to the community as productive citizens. They
are not insensitive to the needs of the cancer patient but
their responsibility is in a larger sphere, the general health
of many.
Charitable Hospitals
The charitable institutions that take cancer patients
are few and, at present, have long waiting lists. These pri-
vately endowed hospitals are not able to accept patients to
capacity because of insufficient personnel. This is a major
problem for all hospitals and nursing homes at the present
time. The smaller hospitals are even more seriously affected
as they do not even have a nurses training school.
The Holy Ghost Hospital for Incurables in Cambridge,
maintained by the Roman Catholic Order of Gray Nuns, accepts
advanced cancer patients as well as other types of incurables
. .
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regardless of race, color or creed. There are 215 beds which
are filled to capacity. Some patients have been there for
many years, which has resulted in a tremendously long waiting
list. Consequently, no immediate action can be expected from
a referral. For example, in four years 1 time only two Pond-
ville Hospital patients have lived long enough to be admitted
there. Its high standards and central location make it desir-
able to the patient and to his family as a place for terminal
care
.
The Jewish Memorial Hospital affords hospital care for
patients suffering from chronic illness. It is non-sectarian,
although the persons admitted are usually of Jewish descent.
It has an eighty-three bed capacity, but due to a wartime
shortage of help it has not been able to operate at full capac-
ity. Seriously ill patients are admitted rather than the
chronically ill who can be cared for at home. Charges for
care are very low, ranging from nothing to seven dollars a
week, as determined by the patient’s ability to pay.
The Rose Hawthorne Lathrop Home for Cancer
,
in Fall
River, remains the most important resource for the advanced
cancer patient. Here the patient receives nursing care and
medication, but no treatment. The Servants of Relief for In-
curable Cancer Among the Poor, a Catholic order of nuns, main-
tain this eighty bed home which is constantly filled to capac-
ity and has a waiting list. Most of the patients referred
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here live out a short time; a few days to about two months,
although one has now been there for seven years. Usually,
the interval of waiting for a bed is very short. In 1944,
there were 305 deaths, which are a lot for eighty bed home.
Although some patients at the time of admission are _in extre-
mis and deaths occur frequently, still, Sister Stanislaus says
the patients outwardly cling to hope and to the belief that
it is the person in the next bed who is suffering from cancer.
This hospital is non-sectarian and offers free care to
men and women of any age who have a diagnosis of incurable
cancer. Statistics for 1944 show that 220 men and 179 women,
or a total of 399 patients were received and cared for during
the year. Of this total, 305 died and twenty left; 384 were
white and fifteen colored; and 291 were Catholics, 102 Protes-
tant, one Orthodox, and five Hebrew. The total number of
hospital days was 27,275.
From the patient’s point of view, transfer to the Rose
Hawthorne Lathrop Home is less desirable because of its loca-
tion in Fall River, where it is often difficult for his family
to visit him. Under these circumstances it is accepted as a
last resort by those patients unable to go to a nursing home
or to be cared for at home.
Tax-Supported Institutions
The tax-supported institutions are not used for the
referral of advanced cancer patients as much as for the refer-

ral of other chronically ill patients. Cancer patients seem
to prefer the charitable hospitals and homes maintained by
various churches. The immediate protection of the church ap-
pears to afford them comfort and sanctuary.
The State Infirmary at Tewksbury was established in
1852 as one of the three original almshouses in Massachusetts
for unsettled cases. It is a general hospital, primarily for
the care and treatment of poor and indigent persons having no
legal settlement, suffering from acute and chronic diseases,
with special wards for prenatal and maternity service, for
men with tuberculosis, and for syphilis and gonorrhea. It
maintains a training school for nursing attendants which is
approved by the Board of Registration in Nursing, has full
hospital facilities, maintains a program of occupational
therapy, grows its own farm produce, and tends its own live-
stock. It can accommodate 3,600 patients but, due to the war,
has only about 2,400 at present. Many towns that used to
maintain their own infirmaries or almshouses now board their
poor at Tewksbury. Patients receive excellent care at Tewks-
bury in a pleasant atmosphere.
Tewksbury State Infirmary and other tax-supported in-
stitutions offer a great deal, but are accepted more by those
individuals so completely buffeted by circumstances that M any
port in a storm” looks good to them. The stigma of being
classified openly a6 a public charge may prevent the patient
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from accepting transfer. He feels that he is being "committed”,
that all of his independence is gone. More important still to
the patient is the belief that his family (when he has one)
has let him down.
It is true that many institutions are dreary. Absolute
necessities are provided, but no comforts. The inmates sit
listlessly about in untidy clothing. There is little color
or brightness in their lives. Conditions at Tewksbury are
impressively better. Colored bedspreads and overdrapes give
a lived-in quality to the barracks-like sleeping rooms. Small
sitting rooms with pianos, radios, books and magazines, make
pleasant gathering places. Excellent care is given the hospi-
tal patients. One woman who has been completely bedridden for
over twenty-five years smiles cheerfully and happily as she
knits with short jerky movements, the full extent of motion
she can attain.
Some cities and towns have their own infirmaries. Long
Island Hospital and Almshouses, maintained by the City of
Boston, is only for patients with a Boston settlement. Due to
a critical shortage of help there is apt to be a long wait
before a patient can be admitted. Here again enter the fac-
tors of inaccessibility because it is situated on an island
in Boston Harbor, the classification of being "on the city,"
lurid stories of poor food and bad conditions, and, finally,
separation of the patient from his immediate family. Conse-
..
quently, Long Island and other institutions of this type serve
mainly as a refuge for the homeless.
Such are the resources for the care of patients with a
diagnosis of advanced cancer. No one solution will ever be
suitable for all individuals. The social worker, with the
advice of the doctor, must assist the patient and his family,
at a moment of intense emotional strain, in choosing from all
possibilities that one for which he is eligible and which is
best suited to his particular needs.
Care at home will always rank first and will be used as
long as practicable. It is when such care is no longer fea-
sible that the inadequacies of the resources become apparent.
Nursing homes that will take patients with advanced cancer are
hard to find and expensive. Charitable hospitals have too
long waiting lists to be valuable as a resource. Tax-sup-
ported institutions are a degradation to most of the patients.
The Rose Hawthorne Lathrop Home, the best resource, offers
only custodial care.
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CHAPTER IV
STUDY OF A PATIENT CROUP
This chapter deals with the background information re-
lating to a group of ninety-eight patients who required termi-
nal care during 1944. These patients were seen at Pondville
Hospital, either as clinic patients or house patients. The
information here compiled represents the status of the patient
during the year 1944. The characteristics here brought forth
present the components of the whole problem. These are the
elements that affect planning for the individual patient.
Distribution of Ages of Patients by Sex
Of the ninety-eight patients studied, it was found that
fifty-two were males and forty-five were females. This is not
conclusive that there will always be more men than women, or
by as large a margin as this. It has been noted both at Pond-
ville Hospital and at Rose Hawthorne Lathrop Home that there
is a constant swing; first there will be more men than women
on the waiting list for admission and then, a few months later,
the waiting list for women will be the longer.
It is interesting to note how much younger the women
are than the men; fifty-nine years being the average age for
the women as against sixty-eight years, the average age for
the men. Between the ages of sixty and eighty may be found
three-fourths of the men of this group and less than half
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(43io) of the women. However, Table I, on the following page,
bears out the generalization that cancer is a disease of mid-
dle and later life, with the greatest number stricken after
the age of fifty. Now that the span of life has increased,
more people reach the cancer-vulnerable years of middle and
old age. Cancer in the young is apt to be more highly malig-
nant and, unfortunately, is not infrequent.
This table demonstrates the group the social worker and
doctor will work with to make plans for terminal care: men,
ranging in age from forty to eighty, with most of them between
sixty and eighty, and women ranging in age from eighteen to
eighty, but more particularly with those between fifty and
eighty. This group also contains the two extremes: the 18-
year old girl with cancer simplex of the breast and the 97-
year old man with cancer of the rectum, both presenting widely
varying problems.
Marital Status of the Patient Group
The marital status of the cancer patient is of extreme
importance in making arrangements for terminal care. As shown
in Table II, page 35, about one-half of the patients of both
sexes are married; exactly 50fo of the women and 54fo of the
men. There are appreciably more widows than widowers. Thirty-
eight per cent of the women were widowed, as compared with
23^> of the men. The records show that thirty of the forty-two
women who had been married had children, while only twenty-
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TABLE I
DISTRIBUTION OF THE AGES BY SEX OF 98 PATIENTS
REQUIRING TERMINAL CARE DURING 1944
Ages Males Females Total
15-19 0
20-24 0
25-29 0
30-34 0
35-39 0
40-44 2
45-49 2
50-54 2
55-59 3
60-64 9
65-69 10
70-74 7
75-79 14
80-84 1
85-89 1
90-94 0
95-99 1
Total 52
1
0
0
2
2
2
6
4
7
3
6
6
5
1
1
0
_o
46
1
0
0
2
2
4
8
6
10
12
16
13
19
2
2
0
1
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five out of forty-one men had any. Most of these children are
over seven years of age, since approximately five-sixths of
the entire group are fifty years old or over. These older
children are usually active in planning for their parents:
they take care of the patient at home, help financially, and
when the patient must be transferred to a nursing home or hos-
pital, they want it near enough so they can visit. In this
group of ninety-eight patients, 15$ of the entire group is un-
married. When this is further broken down, a significant dif-
ference is noted; only 9$ of the women are single as contrast-
ed with 21$ of the men. In addition, six of the eleven single
men and none of the women were already in the custodial care
of the state. Two of the five remaining men in this classifi-
cation lived with distant relatives, and another one with two
TABLE II
MARITAL STATUS OF 98 PATIENTS REQUIRING TERMINAL CARE
DURING 1944
Marital status Males Females Total
Single 11 4 15
Married 28 23 51
Widowed 12 17 29
Separated 1 2 3
n no ta Jtl t £ at u:
sisters. Three of the four spinsters lived with close rela-
tives; the fourth, an 89-year old woman whose relatives had
long since died, lived with a friend.
These tables would seem to indicate that men have fewer
family resources than women. One-fifth of them are single and
mostly without relatives to take an interest in them. Less
than one-half have children. On the positive side, over one-
half of the men are married and have their wives to care for
them when ill. However, due to the advanced ages of the pa-
tient and his wife, she is not always physically able to care
for him and must rely on the children when there are any or on
outside help.
Places of Birth
In the group studied, fifty-six, or a little over one-
half of the total were born in the United States and an addi-
tional 20 *j> were from English speaking countries. Of the re-
maining twenty-one patients, thirteen were from the north
European countries and eight from the south European countries
At times it has been necessary to ask a relative,
friend or nurse to act as an interpreter, but that is rather
rare as few of these people offer any language difficulty.
They may, however, give way to their emotions more openly and
require greater skill in handling, lest they and other pa-
tients become too upset. Their families rally to their aid
impressively. The children, though married, show a tendency
nlliSJ l»u
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TABLE III
PLACES OF BIRTH OF 98 PATIENTS REQUIRING TERMINAL
CARE DURING 1944
<
Place of birth Males Females Total
United States- 30 26 56
Canada 7 5 12
Ireland 3 3 6
England 2 0 2
Scotland 1 0 1
Poland 4 1 5
Lithuania 1 3 4
Latvia 0 1 1
Russia 0 1 1
Sweden 0 2 2
Italy 1 2 3
Portugal 2 2 4
Azores 1 0 1
to remain in the same
willing to share the
Previous Occupations
neighborhood or town and
burden of nursing care.
are able
The more general groupings listed in Table IV, page 38,
cover a great variety of occupations, for there were included
an engineer, a retired silk manufacturer, a lighthouse keeper,
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carpenters, printers, millworkers, janitors, and twenty-five
other classifications for the men alone. Seventeen of the men
had retired from active work some time before their illness,
which is a small proportion when one considers that approxi-
mately two-thirds of the entire group were sixty-five years
old or older. The eight men listed as unemployed were inmates
in state institutions; of these, four were over sixty-five
years old and the other four were under sixty-five. All but
eight of the fifty-two men had been independent and only ten
were in the lower income brackets of the semi-skilled and un-
skilled laborers. The impact of the war is now felt in the
TABLE IV
TYPES OF PREVIOUS OCCUPATIONS
Occupation Males
Active Retired
Females Total
Professional worker 2 1 2 5
Businessmen 4 5 2 11
Farmer 1 0 0 1
Skilled laborer 10 6 3 19
Semi-skilled laborer 8 2 1 11
Unskilled laborer 2 3 0 5
Unemployed 0 8 3 11
Housewife 0 0 35 35
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employment of skilled elderly men; whereas, only a few years
ago, life stopped at forty and did not pick up again until
sixty-five when one would he eligible for Old Age Assistance.
Twenty-seven of the men, or just over one-half, were gainfully
employed at the time of their first out-patient department
visit.
Thirty-five of the forty-six women are listed as home-
makers, only eight as working outside of the home, and three
as unemployed. Men may "retire” without any qualms, but wom-
en, if they don’t claim to be housewives, can only baldly
state "none" or "at home" for their occupation. That pitfalls
in filling out a face sheet are numerous is indicated by this
amusing experience of one worker.
Miss K.
,
a tall, big-boned, 89-year old woman with a
diagnosis of cancer of the ear, was seen in the clinic.
The worker, feeling that by the age of eighty-nine a
woman need no longer keep up the pretense of being a
housewife, asked the patient if she should write
"retired" for her occupation. Miss K. straightened
up impressively and said, "Certainly not.’ I work in
my brother’s factory, making nails."
Contrary to what might be expected, the women working
outside the home vary greatly in age. The eighteen-year old
was an inspector in a war plant. The teacher was forty-eight
years old; the laundry worker was fifty-eight; the business
woman with her own fur store was seventy-seven; the stitchers
were in their fifties; and so on. The younger women in this
group were at home taking care of their families. The old
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quip, "Do you work or keep house?" does not fit this group,
whose children were from four months old up.
Financial Settlement of Hospital Charges
These war years are as unrepresentative for judging the
general ability of patients to pay their hospital bills as
were the depression years immediately preceding. This makes
it extremely difficult to find out what a true norm would be.
Hence, present conditions alone can be reported, with the re-
alization that these findings are valid only for this partic-
ular period. The higher wages and more universal employment
of the civilian population during this war period is reflected
in the ability of a greater percentage of the Pondville pa-
tients to pay their bills, at least as compared to their abil-
ity to pay in the depression years.
The periods of hospitalization at Pondville hospital
are apt to be longer than at a general hospital; twenty-four
days is the average length of stay for men and thirty-six days
for women, as is pointed out later in this study. However,
the charges for all treatment and hospitalization are set at
$1.50 a day, or $10.50 a week. This includes all expenses:
surgery, X-ray, radium, laboratory work and nursing care. The
cost to the state is many times in excess of this ($150.00 per
week per patient, October 1945), but the difference is assumed
by the state. Thus the state provides more and better care
than the individual is able to get outside for the same money.
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Nursing home care when the patient is up and about costs from
$15.00 to $35.00 a week. Consequently, although the family or
the patient pays the hospital bills at Pondville, they are
often unable to pay for care for an unknown and protracted
length of time in a nursing home.
TABLE V
FINANCIAL RESPONSIBILITY FOR HOSPITAL CHARGES
Financial responsibility Males Females Total
Privately paid 27 32 59
Aid to Dependent Children 0 1 1
Board of Public Welfare 2 4 6
Old Age Assistance 11 4 15
State 9 0 9
Unknown 3 5 8
Approximately 60fo of the patients were responsible for
their bills; of these, a few had hospitalization insurance,
several had pensions or annuities which were sufficient, and
some were helped by their families. A greater proportion,
two-thirds, of the women were able to pay "privately" as com-
pared with a little over one-half of the men. It is to be
noted that only fifteen were recipients of Old Age Assistance
trVtli " v.flC i
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although, as far as ages went, fifty-three were eligible.
Four of the six whose bills were paid by the cities or towns
were foreign born. Of the two American born women, one was a
47-year old negress with seven illegitimate children, and the
other, a 31-year old white woman with twelve children, whose
husband did not earn enough as a truck driver to support such
a brood without outside help. Eight are listed as "unknown. 11
Of these, three had not paid their bills, and the others had
been seen only at clinic for which there is no charge.
The majority of these patients were financially inde-
pendent. However, due to the large number who had only a mod-
erate income when they worked, it is doubtful whether they
would be able to pay over an extended period of time for chron-j
ic care.
Living Arrangements at the Time of Admission
The most outstanding fact to be noted in Table VI, page
43, is that eighty- two, or 86$, of the ninety-eight patients
lived with relatives at the time of admission. Approximately
one-half of the entire group lived with their husbands or
wives and one-fourth lived with their children. Of the latter;
proportionately, twice as many women (30$) lived with their
sons or daughters as compared with only 15$ of the men. It is
not always as good as it sounds, however.
Mrs. A.
,
a 79-year old French Canadian widow with cancer
of the breast, wished to return home when she was dis-
charged from the hospital. She told the medical social
1
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TABLE VI
LIVING ARRANGEMENTS AT TIME OF HOSPITALIZATION
FOR 98 PATIENTS REQUIRING TERMINAL CARE
Living arrangements Males Females Total
Living alone 4 1 5
Living with relatives
With husband or wife 25 22 47
With son or daughter 8 14 22
With parents 0 2 2
With brother or sister 3 5 8
With cousin or niece 2 1 3
Living with friends 0 1 1
Living in institutions
Mental hospital 1 0 1
Private hospital 2 0 2
State infirmary 6 0 6
Nursing home 1 0 1
worker that she lived with her married daughter in a
two-family house and that her daughter would take care
of her. This was perfectly true as far as it went; but
what Mrs. A. neglected to mention was that her married
daughter had ten children, all of whom were at home,
and that her son, his wife and live children occupied
the upstairs.
Of course that picture is just as extreme as the patient
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with a large, well-furnished apartment, likewise in a two-
family house, where the other apartment was occupied by her
best friend, a widow. And there is the reverse; two women,
occupying an entire house.
That such a large percentage of patients live with
their relatives may be partly due to the fact that more Pond-
ville patients come from rural areas, where living conditions
are less crowded, than from urban areas. Forty-four came from
towns of less than 10,000 population and only fifteen from
cities of more than 100,000 population. It may be that those
who are alone in the world tend to gravitate to the cities.
Family ties appear to be stronger in the smaller communities,
where even cousins, nieces and nephews accept the responsibil-
ity for the patient. In the large city hospitals the situa-
tion is that most of the chronically ill come from rooming
houses. Of a group of sixty-five chronically ill patients ad-
mitted to the Boston City Hospital between May, 1941, and May,
1942, "sixty-nine per cent were living alone in rooming houses
and usually in miserable circumstances”! at the time of admis-
sion.
The women are more concerned than are the men with re-
turning home. While on the ward, their chief topics of con-
1 Rose Ooulston, "Problems in Referring Patients for
Chronic Care." Unpublished Master's Thesis, School of Social
Work, Boston University, Boston, 1943.
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versation are home and family affairs. Their lives have al-
ways centered about their families, for in this group of
forty-six women, twenty- two lived with their husbands and
twenty-two more lived with relatives, a total of forty-four;
while only thirty-eight out of fifty-two men lived with rela-
tives. The men, on the other hand, are more restless and re-
tain the semblance of busyness in hospital life. They feel
impelled to do something. They prowl the corridors, kibitz,
play cribbage, argue, smoke, listen to the ball game, etc.
Approximately one-half of the men lived with their wives and
only one-quarter with relatives. Their financial independence
is a factor here; as well as the fact that home and family
ties do not hold them as completely within the family group
after the death of the wife, or after maturity if never mar-
ried.
Usually the person with whom the patient lives is ac-
tive in planning for the care of the advanced cancer patient.
If he is able and willing to assume the increased burden, the
patient who is ambulatory ordinarily goes home. Otherwise, he
discusses the home situation and resources with the medical
social worker and a plan is tentatively formulated for the
patient's approval.
Hospitalization of the Cancer Patient
As has been said before, the men who are in the hospi-
tal seem driven toward communal activities. Their relaxation
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is in smoking and talking of current affairs or personal ex-
periences. It has always been a normal procedure to be cared
for and waited on when not at work so that part of hospital
routine is not a new experience.
The period of hospitalization for a woman is apt to be
one of the few times in her life when she can sit back, have
her food brought to her, not worry about planning, dishes,
laundry, or a hundred other humdrum details of everyday life.
Consequently, she tends to luxuriate in this ’’pampered" atmos-
phere. Her pursuits are more individualistic: fancy work, man-
icuring her nails, dressing her hair, light reading, and talk-
ing about her home and family. The women with younger chil-
dren do fret about them but the older women have a more re-
signed attitude.
Patients are rarely acutely homesick or unhappy. There
is a camaraderie and a release from outside pressures found
within a hospital. Each adjusts to this experience in his own
way. The daily rhythm soon becomes automatic. Visits are
eagerly anticipated, and effectively break up the routine ex-
istence.
Number of Admissions to Pondville Hospital for Each Patient
Cancer, the disease, has been discussed in a previous
chapter. Its insidious, painless onset, varying rate of
growth, and generally accepted treatment for cure and pallia-
tion have been noted. Hospitalization may be for diagnosis,
.:
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treatment, or palliation. A single admission to the hospital
may be for all three or for any one.
TABLE VII
NUMBER OF ADMISSIONS EACH, TO FONDVILLE HOSPITAL,
OF 98 PATIENTS REQUIRING TERMINAL CARE
Number of admissions Males Females Total
0 1 4 5
1 34 27 61
2 6 6 12
3 5 2 7
4 3 5 8
5 2 1 3
6 0 1 1
10 1 0 1
As Table VII shows, sixty-one of the ninety-eight pa-
tients were admitted to the hospital only once. These single
admissions occurred mostly during the years 1943 and 1944, and
represent mainly hospitalization for diagnosis or palliative
treatment. It is true, in some instances, that fear has de-
terred the patient from returning for further treatment. Sur-
gery is never pleasant to contemplate; prolonged series of
X-ray treatments cause painful burns; radium 'seeds,' needles,
.'
•*>
.
•'
• i 0 I • u
'
:-jto cHT : -r.iiut vLSaox 05*1*1^000 3 noise ieioe
.
:
1
. ; .
and 'bombs' cause acute discomfort; so the patient takes ad-
vantage of the improvement from one hospitalization to try to
fool himself into believing that he needs no more. Some peo-
ple put off going to a dentist until a tooth aches. They know
they have a cavity that needs attention but they do nothing
about it. It is much the same with cancer patients. Intel-
lectually, they realize the need of further treatment, but the
dread of treatment keeps them away. Unfortunately, when pain,
loss of weight, loss of voice, or other symptoms appear, it is
often too late for anything but palliative treatment or nurs-
ing care.
Of the five who were seen only in the out-patient de-
partment of Ponaville Hospital, two had been treated by sur-
gery in other hospitals and were beyond the benefit of pallia-
tion, two refused admission for any kind of treatment, and one
was treated by X-ray as an out patient. The duration of the
disease had been for two, three, or four years for this group.
One-third of the ninety-eight patients were admitted to
the hospital more than once. Twelve had two admissions; six
men and six women. Those patients with more than two admis-
sions generally represent patients who had been followed by
the hospital over a number of years and who were apt to have
two periods of hospitalization some time apart. The changing
status of a patient over an interval of ten years is illus-
trated in the following case, which also shows some of the
.
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other factors which may affect a situation.
Mrs. B. was a 37-year old widow with three young children
when she was first seen in the Out-Patient Department in
March, 1935. The sore she had had on her tongue for a
year was excised within the next two weeks. When the
pathological report came "back saying that the lesion was
cancerous, Mrs. B. was admitted to the hospital for fur-
ther surgery followed by the application of radium nee-
dles and X-ray therapy. This admission was msde possible
through the assistance of the Aid to Dependent Children.
She was discharged from the hospital in the middle of
May, 1935. All went well for the next seven years; but
in February, 1942, the doctors found there was a recur-
rence of the cancer. She was hospitalized twice in 1942
when the surgeons first did a partial glossectomy and
later a hemi-glossectomy . The next year she was twice
hospitalized for treatment by radium needles, and a
third time for further palliative treatment.
Her 18-year old daughter gave up her work to stay at
home and care for her mother during Mrs. B.*s long ill-
ness. Through the efforts of the medical social worker
and the American Red Cross, the son was granted an emer-
gency furlough to see his mother when she became criti-
cally ill. The married daughter and her husband were
co-operative in seeing that Mrs. B. received hospital-
ization when it was recommended, and proper care at home
which was supervised by the visiting nurse during the
period of terminal care.
In this case, the medical social worker dealt with var-
ious agencies on the behalf of the patient; the Aid to Depend-
ent Children on the first admission, and the Red Cross and
Visiting Nurse Association on the later ones. In addition,
this case emphasizes the difference in the home situation as
a result of the long time involved; time enough for a family
to grow up and assume full responsibility.
Total Numb er of Days 1 Hospitalization at Pondville Hospital
As shown by Table VIII, page 50, twenty-nine patients
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were hospitalized less than a month and thirty-nine for a pe-
riod of from thirty to sixty days, which makes a total of
sixty-eight who were in the hospital for less than two months.
The average total hospitalization for each patient was forty-
five days, and the average length of stay of each admission
was twenty-four days for men and thirty-six (or half as long
again) for women. This ties up directly with the site of the
cancer. Over one-half of the women had cancer of the breast,
uterus or cervix. Not only is surgery more extensive in these
regions, but these sites can also tolerate longer series of
X-ray therapy. On the other hand, there were twenty-seven men
who had cancer of the nose, mouth, throat, and tongue, while
TABLE VIII
TOTAL NUMBER OF DAYS' HOSPITALIZATION AT PONDVILLS HOSPITAL
Number of days Males Females Total
0 1 4 5
1- 29 18 11 29
30- 59 21 18 39
60- 89 8 9 17
90-119 2 3 5
120-149 1 1 2
150- 1 0 1
',
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only six women had cancers in the same general areas. Treat-
ment for these areas may he carried out during several shorter
admissions rather than a longer single admission.
This group includes the extremes: one man who spent a
total of 157 days or approximately five months in the hospital
during the course of five separate admissions, a woman who was
hospitalized just once but spent sixty-eight days there, and
the five patients who were seen only as out patients.
Treatment Received
Cancer is a disease which requires a comparatively long
term of hospitalization as contrasted with the usual load of
acute cases that go to a general hospital. Moreover, it is
treated differently. Surgery may be used for diagnosis, ther-
apy, or palliation. The deep X-ray and radium are used for
treatment and palliation.
TABLE IX
TREATMENT RECEIVED
Kind of treatment Males Females Total
Surgery 16 20 36
X-ray therapy 29 33 62
Radium 12 15 27
None 10 4 14
BOSTON UNIVERSITY
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Patients often receive more than one kind of treatment.
In fact, in this group of ninety-eight patients only twenty-
four men and seventeen women received but one type of treat-
ment. Surgery was used in a total of thirty-six cases, six-
teen of them men and twenty women. The surgery in this group
includes excisions under local anesthetics, major and minor
operations, but not biopsies, which are the removal of speci-
mens for pathological study. Diagnostic X-ray pictures were
not included in this table; just the therapeutic deep X-ray.
X-ray was used in sixty- two of the cases, twenty-nine of them
men and thirty-three women. That such a large number received
X-ray treatments is accounted for by the fact that X-ray is
used more often for palliation than either radium or surgery.
Radium, as it appears in Table IX, page 51, includes the use
of radium emanations in any form; needles, radon gold seeds,
and bombs. A total of twenty-seven patients received radium
treatment, twelve of them men and fifteen women. In this
group were fourteen who received no treatment of any kind,
which includes four who were seen only in clinic, four who re-
fused recommended treatment and were discharged from the hos-
pital, one who transferred to a private hospital, and five who
were found to have too advanced cancer to warrant treatment of
any kind, since treatment, at times, can accomplish nothing
but can cause the patient additional suffering.
The women in this group received more treatment than
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the men and the average length of each hospitalization was 50
j
longer for them, as has been previously noted. Twenty-four
women and seventeen men received just one variety of treatment;
twenty-one women and seventeen men received two types of
treatment; and three women and only one man received all three.
Location of the Primary Site of Cancer
Table X, page 54, gives the location of the primary
site of cancer for the ninety-eight patients. Here may be
found some of the roots of the difficulty of planning for ter-
minal care. As stated earlier, the men show many more cancers
of the nose, mouth, tongue, throat and neck. These are apt to
be obvious: they may be visible lesions, they may affect the
speech, they may have a foul odor, they may present feeding
difficulties, etc., as the following case demonstrates.
Mr. E.
,
with a diagnosis of cancer of the mouth, pre-
sented the unlovely spectacle of having his food seep
through a fissure as he ate. The boarding house where
he lived did not want him to return. His sister asked
how she could have the patient live with her. She
felt it would be wrong to impose his presence at the
dining table on her husband and high school age chil-
dren. Yet if she fed him in his room, she was afraid
his feelings would be hurt.
He worked out his own solution. As long as he was
able, he prepared and ate his meals in his room at the
boarding house. When he needed more care, he went to
Tewksbury, since he could not afford a nursing home
and did not want to go as far away as the Rose
Hawthorne Lathrop Home in Fall River.
It is hard to see a patient being literally eaten by
the cancer and to have to change the dressings and keep the
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TABLE X
LOCATION OF PRIMARY SITE OF CANCER OF S3 PATIENTS
Location Males Fema les Total
Face 0 2 2
Nose 3 0 3
Mouth 13 1 14
Tongue 3 2 5
Throat 8 1 9
Neck 2 0 2
Lung 5 0 5
Breast 0 10 10
Stomach 5 4 9
Bladder 3 5 8
Rectum 8 3 11
Genitalia 3 17 20
Miscellaneous 4 3 7
lesion clean, as is so necessary for the men suffering with
cancers of the nose and mouth. Good nursing care is essential
for both the men and the women, but it is possible for more of
the women to be cared for at home, not only because they are
"better" patients but also because their cancers are more apt
to be internal rather than external. The internal cancers,
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with the exception of those of the bladder and rectum, require
less care, and the patient "wastes away" instead of being ob-
viously "eaten alive."
That thirty-four of the fifty- two men and only four of
the forty-six women had cancer of the nose, mouth, tongue,
throat, neck or lung causes one to wonder if there is any re-
lation between these diagnoses and smoking, since most of the
men were habitual smokers but very few of the women. This
could not be substantiated, although studies have probably
been made.
Place of Death
Table XI, page 56, gives the place of death of eighty
of the ninety-eight patients. The remaining eighteen either
were still living at the time of the last report, or they had
died but whether at home or away from home could not be deter-
mined.
It was previously observed in this study that more men
than women seemed to need assistance in making plans for the
custodial care of advanced cancer. This is borne out by the
statistics of Table XI, where it may be noted that more than
twice as many men died away from home as at home and, con-
versely, twice as many women died ajt home as away from home.
Nineteen of the twenty-seven men with cancer of the
buccal cavity or esophagus were cared for away from home;
eight of them at the Rose Hawthorne Lathrop Home and six at
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Tewksbury State Infirmary ana Hospital. All of the women with
cancer of this same general area (six) were cared for at home.
Another group which is difficult to care for at home and not
wanted by the nursing homes are the bladder and rectal cases.
It is not a visible lesion this time, but the odor and the in-
creased nursing care which create the problems. The nineteen
patients with this diagnosis comprise one-fifth of the total
number. Only two of the eight women were cared for away from
home as contrasted with six of the eleven men in this category.
Cancer of the cervix or uterus was the diagnosis for one-third
of the women and cancer of the breast was the diagnosis for an
additional one-fifth.
TABLE XI
PLACE OF DEATH
Place of death Males Females Total
At home 13 25 38
Private hospital 5 7 12
Nursing home 5 0 5
Mental hospital 1 0 1
Tewksbury State Hospital 8 0 8
Rose Hawthorne Lathrop Home . 10 6 16
Seventeen patients, or 21$, of the known total died in
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private hospitals ana nursing homes. Most of these were ad-
mitted directly from home when their condition became acute.
Twenty per cent, ten men and six women, had been transferred
to the Rose Hawthorne Lathrop Home before their death. That
so many used it in spite of its distant location appears in-
dicative of the need for further facilities for the care of pa-
tients with advanced cancer. Only nine, all of them men, were
in state institutions when they died. Four of these were in-
mates when first seen at the Out Patient Clinic; the rest had
transferred there during the course of their illness.
Summary
The salient features of this patient group may be sum-
marized briefly as follows:-
I Age
The medical social worker in planning for terminal care
will deal mainly with men from sixty to eighty years of
age and with women from fifty to eighty; the average age
for men being sixty-eight and for women, fifty-nine.
II Marital Status
Since approximately one-half of the patients will be mar-
ried, the worker will be working with both the husband
and wife in making plans.
The many older children will probably be a resource, pro-
viding a home or money, in many instances. The few
younger children may constitute an additional problem
in that provision must be made for them.
The unmarried group which is composed of twice as many
men as women will be more dependent on the social worker
because they are apt to lack family resources.
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Ill Places of Birth
There is little likelihood of there being much language
difficulty since one-half are native born Americans and
one-quarter more from English-speaking countries. Most
of the remaining quarter have "picked up" English from
their children.
IV Previous Occupations
Over one-half of the men were still employed although
four-fifths of them were over sixty years old. Seven-
teen had retired. Most of these men earned moderate
incomes; only five had been unskilled laborers. Pre-
vious occupations of the eight inmates of state insti-
tutions were not considered; these men were simply
classed as unemployed.
Three-fourths of the women were listed as homemakers.
Only eight were employed. These women ranged in age
from eighteen to eighty-nine, with most of them in
their fifties.
V Financial Settlement of Hospital Charges
Sixty per cent were responsible for their own bills.
Thirty-two per cent received public assistance of some
sort (Old Age Assistance constituted almost one-half of
the aid given).
Eight per cent had either incurred no charges or had
not paid their bills.
VI Living Arrangements at Time of Admission
Eighty-six per cent of the patients lived with relatives;
which is composed in part of approximately 50$> who lived
with their husbands or wives and 25$> who lived with their
children. Eight per cent were' institutions and 6$ lived
with friends or alone.
VII Number of Admissions to Pondville Hospital for Each
Patient
Sixty-one patients were admitted only once and then
mainly for diagnosis or palliation. The extremes were
five patients who were never admitted to the hospital
and one man who was admitted ten times. The time in-
terval represented between the first out patient con-
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tact and either death or the present varies, with this
group, from two weeks to nine years.
VIII Total Number of Days Hospitalized
Sixty-eight of the ninety-eight patients spent less
than sixty days in the hospital; forty-five days was
the average. However, the average length of each hos-
pitalization was twenty-four days for men and thirty-
six days for women.
IX Treatment Received by the Ninety-eight Patients
Sixty-two patients received X-ray therapy, which is
much used for palliation in advanced cancer cases.
Thirty-six received surgery, which is primarily used
for treatment but is also used for diagnosis and for
palliation (the removal of obstructions, nerve severance,
etc. )
.
Twenty-seven received radium emanations, which are
commonly used in the form of needles and seeds for neck,
tongue and mouth cases, and in the form of bombs for
cervix cases.
Fourteen received no treatment because they refused it,
transferred to another hospital, or had too advanced
cancer to warrant any treatment.
Women received more varied treatments than men; cervix
and uterus cases often have surgery followed by X-ray
or radium.
X Location of Primary Site of Cancer
Thirty-four of the fifty-two men and only four of the
forty-six women had cancer of the nose, mouth, tongue,
throat, neck or lung, which brings up the question if
there is any relation between these diagnoses and smok-
ing, since most of the men but few of the women smoked.
Eleven men and eight women had cancer of the bladder or
rectum.
Five men and four women had cancer cf the stomach.
Three men and seventeen women had cancer of the geni-
talia.
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Ten women had cancer of the hreast.
XI Place of Death
Thirty-eight out of the known eighty died at home; of
these, thirteen were men and twenty-five were women.
Sixteen died at the Rose Hawthorne Lathrop Home; of
these ten were men and six women.
Twelve patients died in private hospitals, of which
live were men and seven women.
Five men died in nursing homes and nine in state insti
tutions, out no women in either place.
Over twice as many men died away from home as at home
and, conversely, twice as many women died at home as
away from home.
.. . j
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CHAPTER V
SUMMARY AND RECOMMENDATIONS
Cancer is still on the increase and threatens to attack
an average of one out of every eight people in the United
States. Even with our present knowledge of treatment, only
one-third will be cured and only one-half as many more could
be saved by early recognition and treatment. The Massachu-
setts Division of Adult Hygiene, with its five-fold program,
education, hospitalization, research, diagnostic clinics and
tumor diagnosis service, is working toward the goal of saving
as many as it is possible to save now and, by increasing our
knowledge through research, to make it possible that a greater
percentage of people afflicted with cancer will be cured.
There are now and will continue to be many people who
are doomed by this dread disease. The patient, his family,
the doctor, and the social worker must work toward a solution
of the individual problem.
"Home” is the patient’s first thought upon being told
he may leave the hospital. In fact, some people feel that no
problem exists for those patients who have a home to go to.
They are sure that only patients without a home present any
problem, and then, that merely choosing a nursing home, a tax-
supported institution, or Rose Hawthorne Lathrop Home for their
care will solve it.
Care at home does present problems, as has been noted:
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There may he social ostracism for both the patient and
his family.
There is an increased burden on all members of the fam-
ily and usually one bears the brunt of it.
Friction is apt to develop within the family, due to
the patient’s age and condition.
The ill person needs constant attention and is apt to
be very demanding as well.
It is difficult to carry out normal sick room procedure
over a prolonged length of time.
A general upset condition exists within the home.
Standards of nursing care in the home may be below what
the patient needs.
A nursing home referral for the patient is a fine solu-
tion when possible, but it presents difficulties, too:
The nursing homes are understaffed.
They do not want to take cancer patients because of the
increased work involved.
The expense of nursing home care is more than the aver-
age family can afford except for a very brief time.
The charitable hospitals, with the exception of the
Rose Hawthorne Lathrop Home, are of little help as the patient
rarely lives long enough to be admitted, due to the limited
number of beds and the long waiting lists at these hospitals
for the chronically ill. The Rose Hawthorne Lathrop Home
fills a great need, but it has its drawbacks:
Its location in Fall River is '’remote." Neither the
patient nor his family desire to be so far apart.
No medical treatment is available, although the nursing
care is of high standard.
. ii
‘
;
rr~- A
*3 ‘ R I v ' A
: :o iJ .i. ' 1 v
-
i
1
l . •
.
.)
'l Si . 1 A-
:
( t o'-
• J t
,
Cv l!
.
.
-ox » ii r
.
ij • ; J n f . irntf o. .
.
:
.
•
- Ti , 1 • . ! J ::=••!
.
: . n J hi ic s i so
The finality of transfer to the Rose Hawthorne Lathrop
Home frequently marks the point at which all hope is
abandoned.
Tewksbury, or the city infirmaries, offer good bed care
but are felt to be the refuge of only the completely desti-
tute. The flotsam and jetsam may be admitted there but not a
"self-respecting 1 ’ person; he would prefer to live in squalor
and be untended, rather than "lower his standards" and accept
care as a public charge. Institutions mean to these same peo-
ple (and it is amazing how many there are) loss of mind, money
and independence.
There exists a great need for a well-equipped hospital
to provide terminal care and palliative treatment at a moder-
ate cost. This could be done by expanding Pondville Hospital
or by creating another hospital in a more central location.
Pondville Hospital is not particularly accessible to most peo-
ple in Massachusetts. Even from nearby towns to the east or
west, the transportation facilities are inadequate and require
long, roundabout routes for those dependent on public convey-
ances. It is central only for those living on Route 1-A be-
tween Boston and Providence. In view of these circumstances,
a location in or about Boston would be preferable.
Such a hospital could well be incorporated in the Mass-
achusetts Cancer Program, which has for its third point:
"Immediate hospital facilities to be furnished for all types
of cancer cases." Indeed, Pondville Hospital was originally
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designated as a hospital for advanced cancer patients, hut it
has been used primarily for those it can actually help by ad-
mitting for diagnosis, treatment and palliation. With only
150 beds, patients could not be kept for terminal care without
denying many others the treatment that could return them to a
normal productive life. A larger hospital is necessary. In-
creased hospital facilities would permit continued emphasis on
curing cancer through attention to precancerous conditions,
early cancer, and research, as well as affording palliative
treatment and good nursing care for the more advanced cases.
The latter are often doomed now to little more than bed rest
and suffering while the disease works its inevitable progress,
until death is a welcome relief. It is within the realm of
possibility to arrest or slow down the process for the time
being, to avoid at least some of the complications and dis-
abilities attendant on the disease, and to render comfort and
release from pain with effective palliative measures.
With chronic care and palliative treatment available
within the same institution, and at a moderate cost, many ad-
vanced cancer patients will be benefited. At no loss of self
esteem they can accept this hospitalization if they feel they
are independent and not "committed” helplessly. Families,
confident that the patient is receiving real medical care be-
yond their powers, can likewise accept the hospitalization of
the patient. The hopelessly ill and diseased should be able
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to live the short time left them in clean, well-ordered sur-
roundings and with all the comfort and aid that medical science
can bring them.
Approved
:
Richard K. ^on&nt, Dean
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APPENDIX
Name
Address
Date of Birth
Place of Birth
Diagnosis
Treatment
let OPD
Admissions
S M W D #
Occupation
Relatives
Number of Days
Date of Death
Place of Death
Financial Settlement of Hospital Charges
Living Arrangements at Time of Admission
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